Studies in low and middle-income countries (LMICs) point to a signifi cant association of common mental disorders with female gender, low education, and poverty. Depression and anxiety are frequently complicated by lack of disease awareness and non-adherence, the absence of care and provider resources, low value given to mental health by policy-makers, stigma, and discrimination towards the mentally ill. This paper aims to show that female village leaders/ community health and outreach workers (CHWs) can be used to overcome the lack of psychiatric resources for treatment of common mental disorders in rural areas.
INTRODUCTION
Determinants of mental health and mental disorders include not only individual att ributes such as the ability to manage one's thoughts, emotions, behaviors, personality traits and interactions with others, but also social, cultural, economic, political and environmental factors such as national policies, social stressors, standards of living, working conditions, and community support, particularly applicable to LMICs. That services for persons with mental disorders in lowand middle-income countries (LMICs) is grossly defi cient and that the extra cost to increase coverage will amount to an investment of $2-4 per person has been demonstrated (Chisholm et al, 2017) .
Benedett o and Jayaram note signifi cant barriers that must be overcome to implement eff ective mental health services in LMICs (Lancet Global Mental Health Group, 2007; Saraceno et al, 2007; Jayaram et al, 2011) . The Lancet group also emphasized both methods and goals for scaling up of mental health services, as well as challenges in implementing goals in LMICs. Additionally, the World Health Organization (WHO) urged countries to scale up services by integrating mental healthcare into primary care worldwide, as did others (Greenhalgh, 2009 In India, as in other LMICs, psychiatrists are unevenly distributed geographically. In LMICs, patients often have to travel long distances to avail themselves of services. As awareness increases, the need for, and shortage of, psychiatric care increases as well. Although disorder severity is correlated with probability of treatment in almost all countries, 35.5% to 50.3% of serious cases in developed countries and 76.3% to 85.4% in less-developed countries received no treatment in the 12 months before the interview (Lancet Global Mental Health Group, 2007) . Among the Alma Ata characteristics of primary healthcare examined by authors are the relevance of providing an array of health services with maximum community and individual self-reliance and planning, and the inclusion of all levels of practitioners of healthcare in the community, trained to work as a team (Gillam, 2008) .
In order to implement such a programme for the mentally ill, considering the mandates of the World Health Organization and epidemiologists, several issues should be considered. The fi rst is the scarcity of psychiatric resources. The second is recognition of the impact of the global disease burden of depression, the most frequently occurring disorder among patients. Third, the absence of governmentdriven and committ ed policy changes, funding and lack of public health expertise among leaders, is also a concern which is, hopefully, now changing in India (Reddy et al, 2011) . Fourth, care providers in LMICs have not uniformly addressed the lack of training of public health workers or community workers, with locally-driven solutions to care rather than a centrally driven goal or method.
Fifth, innovative solutions require experts coming together to make a plan to render it feasible to implement. Sixth, an economic solution to the problem is to train community workers and primary health care providers, update their training to recognize depression and other common mental disorders and treat it, rather than seeking to place a specialist in rural areas. Finally, combating stigma and discrimination is paramount.
In participating in a worldwide study on stigma, it was found that much of it hampers treatment and employment because of both experienced and anticipated discrimination. To overcome these concerns, integrated care for psychiatry is proposed to be added to primary care as the most economical and feasible solution (WHO, 2008; Lasalvia et al, 2015; Kverno, 2016) . With almost one-fi fth of the world's population living in India, the health status and the drivers of health loss vary between diff erent parts of the country and between the states. Accordingly, eff ective eff ort to improve population health in each state requires systematic knowledge of the local health status and trends. The burden of mood disorders and suicides is an extraordinary untreated burden (Behere et al, 2015) .
PROJECT DESCRIPTION
Rotary International 1 is a worldwide humanitarian service organization that has built successful partnerships in Polio Eradication, providing clean water and sanitation, fi ghting disease and assisting mothers and children to lead healthy and productive lives (Isaacs et al, 2006; Srinivasan, 2006 Through the survey, Major Depression was identifi ed as the primary disorder among women, followed by alcoholism among men. Capable women from the villages, who had a high school level of education, were selected and trained as health workers (CHWs) to screen and identify psychiatric disorders. They were also cross-trained in the treatment of common medical conditions prevalent in the area. The group then conducted several outcome studies, recognizing that adherence to appointments and medications needed teaching, repeated learning and family education, to be resolved. The CHWs and community medicine doctors taught in local schools, at village festivals, and in women's monthly cooperatives called "Mahila Mandals". The team also adopted culturally relevant educational methods such as street-plays to address stigma att ached to mental illness.
The aim was to provide medications, transportation, and care at the local primary healthcare center (CHTC, Mugalur). However, it was found that adherence needed outreach due to several care barriers described elsewhere (Jayaram, 2011 The group has also worked towards empowering treated patients by assisting in job training and procuring work. For example, one woman was helped to become a tailor; she now runs a tailoring center for village women. Others have been placed as workers in local day cares, schools and nurseries, and families have a bett er understanding about care of the severely mentally ill (Isaacs et al, 2006; Srinivasan, 2006; Agrawal, 2013) . Two case examples illustrate the results achieved.
Example 1
Mr. A, a single Asian Indian male patient with a history of behavioral disturbances, was brought to the 'Maanasi' community mental health clinic by his father, for 1 year. The father noted that there was a progressive decline in his interaction with his peers and family members, litt le concern about his appearance, personal care and social pursuits. He was often seen mutt ering to himself, responding to the voices of a few men who were constantly discussing among themselves that Mr. A was a bad person. He believed that he was the victim of black magic and that there was an organized group of people trying to harm him. For the preceding few weeks, he had avoided eating, citing a suspicion that somebody was poisoning his food. A diagnosis of Paranoid Schizophrenia was made and the patient was started on an atypical anti-psychotic. The caregivers were educated and their expressed emotions were addressed. Non-adherence to medications was noted, and a social worker was delegated for a home visit. During the visit the team discovered that Mr. A's younger brother, Mr. V, also had a signifi cant social decline in the preceding few months. He had wandered away from home on a couple of occasions. So he too was referred to the clinic for a detailed evaluation. It was noted that Mr. V also had third person auditory hallucinations, poor personal care and alogia. He was started on an anti-psychotic.
Both the brothers made signifi cant symptomatic recovery over the course of the next 3 months but had limited functional recovery. To address this, both were supported with psychotherapy sessions designed to improve physical activity, achieve life milestones, and to build a positive sense of self. Strategies to foster their vocational and economic inclusion and productivity in the community were addressed.
These strategies were discussed in the context of their psychosocial premise, their educational background vis-à-vis their strengths and weaknesses.
They were motivated and encouraged to start work alongside, and under the supervision of their father in weaving handloom silks. Gradually their hours of work and productivity increased longitudinally, and the booster sessions were continued at regular follow-ups at the clinic. The multifaceted treatment approach provided fi scal support and a revenue stream for the brothers. They began earning Rs.10000 per month through silk sales and have plans to expand their business in the near future.
Example 2
Mrs. SHM, an Asian Indian woman who lived locally, was successfully treated at Maanasi for Major Depression in early 2016. SHM's husband abused alcohol and was not involved in family aff airs and in the raising of their young daughter who is bright and att ends a school run by a Non-Government organization via a scholarship. SHM was encouraged by the Maanasi team to make eff orts towards some vocational training, so she learnt tailoring at the Mugalur tailoring center att ached to the local Community Health Training Center (CHTC). SHM received guidance from social workers at the clinic in an ongoing manner. SHM successfully completed training and progressed to teaching other village women at that center. She showed a keen interest in starting her own tailoring center at her village. Donations of sewing machines enabled the start of a sewing school which is ongoing in its economic empowerment of local young rural women. In this endeavor, the treatment team worked with SHM, village elders and other community members including the local women's cooperative. Continued eff orts to support and expand Mrs. SHM's business resulted in the establishment of a sewing center with basic furniture and refurbished and donated sewing machines, through the Women's Federation and the Bangalore Midtown Rotary club. Visits by Rotarians from Bangalore and the US helped in expressing support and solidarity for her eff orts. All aspects of community psychiatry including a thorough assessment, family visits and education, village outreach, involvement of village leadership, recognition of rehabilitation needs and social empowerment are the hallmarks of the Maanasi programme.
CURRENT STATUS
The Maanasi clinic has an active caseload of 1900+ patients, and the CHWs have logged hundreds of visits using donated mopeds, over 2 decades, to provide outreach and teaching to hundreds of households. A programme that would cost around 3.2 million dollars to run in the United States, costs $62,175 in India today for all comprehensive activities including the development of a cloud based data base of records.
Several focus groups (FGs) were conducted that revealed the vital role of the CHWs in addressing issues such as adherence to treatment. Villagers, primarily females, reported that the CWs were concerned, compassionate and empathic concerning patients' illnesses and well-being. Patients reported that the CHWs' supportive therapy with family members had changed att itudes and created an enabling home environment. All the FGs revealed that the CHWs cleared myths and misconceptions about illnesses and medications, leading to reduced stigma. Social workers hold women's educational and personal therapy groups, enable empowerment through job placements, and diff use confl icts among family members (See case examples above). The team also adopted culturally relevant educational methods such as street-plays to address stigma related to mental illness.
The partnerships of the Maanasi clinic are now developing a cloud-based data base to help organize data, assess outcomes and evaluate progress by employing evaluation tools used worldwide in quantifying symptoms and ascertaining progress. The data base will be the fi rst of its kind in village sett ings, used and supported by women who are local residents, and coordinated by the use of hand-held tablets by the CHWs. This task is not without its hardships, such as diffi culty with internet access in remote areas. The goal is to develop and sustain a model that can be deployed through Rotary-driven partnerships worldwide in LMICs. Requests have come in from Lithuania and Kenya to support such a model of care. Work is in progress in those countries.
CONCLUSION
Both the World Health Organization and the Lancet group for psychiatry speak to the concerns of lack of resources and problems with implementation of care, despite policy changes that governments might make to address population needs for mental health.
One innovative out-of-the-box solution such as the Maanasi programme, combines the eff orts of philanthropists, medical personnel, and local leaders to identify and tap resources, and volunteer their eff orts to implement care using female residents of the villages. Over 2 decades it has been noted that these trained and supported CHWs are able to successfully identify needs and help treat patients, since the dire need is to assist depressed women in the world. The programme also addressed treatment of male patients with alcohol abuse, and children with epilepsy and neurological diffi culties.
Viable partnerships across continents are not easy to create and establish. However, the Rotary International World and St. John's Medical College have demonstrated that volunteer eff orts, vision, and sustained support can accomplish more than what individuals, institutions or governments are able to, in rendering mental healthcare to the neediest. To date, the authors of this study are not aware of any other Trans-Atlantic pioneering model of integrated mental healthcare, teaching, and research that has sustained over 2 decades of service, and humanitarian eff orts involving academia, non-profi t organizations, and government-funded centers.
